Introduction {#sec1-1}
============

Chronic burn scar developing into a malignant neoplasm is a well known complication.Most of these tumors are squamous cell carcinomas followed by basal cell carcinoma, melanoma and sarcoma. We report the first occurrence of the combination of squamous cell carcinoma and epithelioid sarcoma arising in a burn scar. Metastatic spread to the inguinal lymphnodes, lungs and breast was also seen in this case.

Case Report {#sec1-2}
===========

A 29-year-old female presented with an exophytic tumor mass at left ankle since 3 months. She gave history of burns at the same site 9 years back, for which skin grafting had been done. Bilateral axillary and right inguinal lymphnodes were palpable apart from a right thigh soft tissue mass. Computed tomography (CT) scan examination of thorax and abdomen showed metastatic nodules in bilateral lungs, both breasts and right adrenal gland. Below knee amputation was performed. Gross examination revealed an exophytic mass at ankle measuring 11 × 9 × 9 cm, which was whitish and friable with areas of hemorrhage and necrosis on cut surface. The subcutaneous tissue showed tumor invasion \[[Figure 1](#F1){ref-type="fig"}\]. A separate thickened plaque was present 1 cm lateral to the exophytic growth. The intervening skin was thick and discolored but not ulcerated.

![Exophytic mass at the ankle](IJD-56-585-g001){#F1}

Histopathologic examination of this thick plaque showed features of well-differentiated squamous cell carcinoma (SCC) \[[Figure 2](#F2){ref-type="fig"}\]. However, the exophytic growth showed large round to polygonal tumor cells arranged in islands and nests with large areas of necrosis and nuclear debris in the center \[[Figure 3](#F3){ref-type="fig"}\]. Overlying skin showed hyperkeratosis but was spared of tumor. Individual cells had moderate eosinophilic cytoplasm, and round to oval enlarged vesicular nuclei with prominent nucleoli \[[Figure 4](#F4){ref-type="fig"}\]. Tumor cells were positive for vimentin \[inset of [Figure 4](#F4){ref-type="fig"}\] and pancytokeratin on immunohistochemistry. The cells were negative for S-100 protein, HMB 45, Desmin, EMA, CD 34, LCA and Myo D1, thereby favoring epithelioid sarcoma. Fine needle aspiration cytology performed on breast mass, pulmonary nodule (under CT guidance) and axillary lymphnodes revealed metastasis of a sarcoma with a cell morphology resembling that of exophytic mass. Epithelioid sarcoma is known to have a high rate of recurrence and metastasis predominantly to the lymphnodes, lungs and scalp. The patient self-discharged against medical advice and was lost to follow-up.

![Well-differentiated SCC (H and E, ×100)](IJD-56-585-g002){#F2}

![Large round to polygonal tumor cells arranged in islands and nests with large areas of necrosis and nuclear debris in the centre (×100 H and E)](IJD-56-585-g003){#F3}

![Individual cells had moderate eosinophilic cytoplasm, round to oval enlarged vesicular nuclei with prominent nucleoli. Tumor cells were positive for vimentin on immunohistochemistry (inset) (H and E, ×200)](IJD-56-585-g004){#F4}

Discussion {#sec1-3}
==========

In a large review of burn scar neoplasms, Kowal Vern\[[@ref1]\] reported SCC as commonest neoplasms in up to 7%, followed by basal cell carcinoma (BCC; 12%), melanoma (6%) and sarcoma (5%). Double tumors comprising SCC and BCC (2%) and SCC with melanoma\[[@ref2]\] (1%) have also been reported. A rare report of three malignancies developing in the same patient\[[@ref3]\] has been described. Literature reports only two cases of epithelioid sarcoma in a burn scar\[[@ref4]\] and the present case is the first case report of epithelioid sarcoma along with SCC in a burn scar. The diagnosis of SCC was obvious. However, the exophytic growth posed a diagnostic challenge due to its varied histomorphology. Acantholytic squamous carcinoma or even melanoma (amelanotic) was considered on light microscopy. The overall histopathologic and immunohistochemical features were consistent with a diagnosis of epithelioid sarcoma\[[@ref5]\] in addition to the metastatic spread to the inguinal lymphnodes, lungs and breast. Prognosis is primarily related to the local extent of the disease, its anatomical location and the presence or absence of lymphnode metastasis.
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